measured 10 cm × 8 cm (Standardized Uptake Value (SUV) maximum 21.6) on the right buttock and 5.4 cm × 1.3 cm on right shin confirmed to be malignant by triangular biopsy.
The patient could not lie down supine due to the painful lesion on his right buttock and was preooxygenated and mask ventilated in Right semilateral position on the trolley juxtaposed with the OT table. Propofol 100 mg, fentanyl 140 µg, and vecuronium 8 mg were injected intravenously, and a C Mac D Blade videolaryngoscope along with backward, upward, rightward pressure (BURP maneuver) were utilized for intubating the trachea with a 7.5 mm ID flexo metallic cuffed endotracheal tube (FMCETT). After auscultatory and capnographic confirmation of FMETT placement and nasogastric tube insertion, the oral cavity was packed with ribbon gauze. As an institutional protocol a Guedels airway was placed to prevent FMCETT displacement and obstruction due to tube bite [ Figure 2 ]. The eyes were taped shut and protected with eyepads. The patient was now carefully log rolled into prone position onto the adjacent OT table which had been prepared with foam head rest gelfoampadding and bolsters beforehand [ Figure 2 ].
Besides routine monitoringspirometery, bispectral index (BIS) and peripheral nerve stimulator (PNS) were used. Maintenance of anesthesia included BIS-guided dexmedetomidineinfusion, PNS-guided vecuronium infusion, and 40% oxygen in medical air along with 1%-2% sevoflurane. Intravenous (IV) hydrocortisone 100 mg bolus followed by infusion at 5 mg/kg/h was given. Excision and rotational flap reconstruction in prone position was followed by logrolling the patient into the supine position onto the adjacent trolley. Then shifting the supine patient back onto the OT table for wide local excision of the squamous cell cancer lesions on the right shin (repaired with gastrocnemius flap and split skin graft). A cooximeter (pleth variability index [PVI] was kept below 10) was used to noninvasively guide IV fluid therapy. Surgery lasted eight hours, and patient was conscious and oriented before tracheal extubation. Postoperative analgesia comprised patient controlled IV morphine infusion.
DISCUSSION
The most common cancers in psoriasis patients are lymphohematopoietic and pancreatic. [3, 4] A squamous cell carcinoma (SCC) rarely arises from psoriatic plaques in the absence of predisposing factors such psoralen AQ4 ultraviolet A (PUVA), cyclosporine, methotrexate, topical tar, rituximab or etanercept (within 11 months) therapy for psoriasis. [3] [4] [5] Since exaggerated immune response is fundamental to psoriasis progression, most patients receive chronic corticosteroid therapy.
An above average risk of nonmelanoma skin cancers, particularly SCC exists in psoriasis patients exposed to therapeutic 8 methoxypsoralen ultraviolet A (PUVA), cyclosporin, and perhaps methotrexate. In both psoriasis and SCC patients, there is augmented expression of proliferation regulators such as Keratin 16, WNT 5A, defensin B4, SERPIN B3, and STAT-1. [5] Psoriasis entails overexpression of tumor necrosis factor α (TNFα). [4, 6] Anti TNF, anti psoriasis drugs such as etanercept may cause SCC within 11 months of beginning therapy. [7] Our patient developed SCC at multiple sites atop his psoriatic plaques despite never having undergone any of the above therapies for psoriasis. Periodic biopsy of long standing lesions facilitates early detection of malignant change. Gentle scraping of psoriatic lesions accentuates scaling whereas vigorous scraping causes pin point bleeding (Auspitz sign). We avoided placing the 18 gauge IV catheter over psoriatic lesions and used Tegaderm™ to secure it (less abrasive so less traumatic peel off amounting to reduced scaling). We encountered a positioning difficulty during sequential right semilateral (for intubation), prone(surgery on buttocks) and then finally supine (surgery on skin lesions) position changes because of psoriatic arthropathy involving the knees and a large painful cauliflower mass on the right buttock of our patient. The pros and cons of general as well as regional anesthesia which we took into account to formulate a tailor made anesthesia plan for this patient, are detailed in Table 1 . [1, [8] [9] [10] These can prove useful in providing tailormade anesthesia to other psoriasis patients as well. Psoriasis undermines the physical, mental, and social status of the victims. Our patient was on tricyclic antidepressants due to loss of self esteem and social phobia because of his ailment. The dose of anesthetic agents was adjusted accordingly. We avoided midazolam and NSAIDs as these are known to trigger psoriasis. Opioids for analgesia and dexmedetomidine infusion were utilized instead. Nitrous oxide was avoided in accordance with the green OT concept and also since it aggravates side effects of methotrexate(used for psoriasis therapy). Ceftriaxone 1.5 g IV was used to provide antibiotic cover since most common triggers for psoriasis are infections (upper respiratory tract infection and gingivitis). [1, 10] Paradoxically, some antibiotics (tetracycline, penicillin, and clindamycin) [8, 10] are known to aggravate psoriasis. Exaggerated immune response is a key factor in the progression of the disease and hence most of the patients, including our patient, receive chronic corticosteroid therapy. Our patient developed SCC despite having taken only high dose corticosteroids (no psoralens) as psoriasis therapy. Stress dose corticosteroid is usually required during the perioperative period in such patients on chronic corticosteroid therapy. [11] We followed the traditional time-tested supraphysiological stress dosing technique for corticosteroids because preoperative biochemical testing of hypothalamo -pituitary axis was not feasible in our patient. Recent reports in literature claim that even 25mg hydrocortisone followed by 100-150 mg over next 24 hours also suffice to prevent hypotension and Addisonian crisis in patients on long term steroid therapy undergoing major surgery. [12, 13] In patients receiving more than 20-30mg prednisolone per day preoperative biochemical testing of HPA maybe indicated. Renal and liver function tests are important in a patient on methotrexate therapy. We employed noninvasive monitoring (co-oximetric PVI guided intravenous fluid therapy) [14] instead of invasive monitoring like central venous pressure (CVP) as the latter may initiate fresh psoriatic patches at the site of instrumentation (Koebner's phenomenon). [15] A cooximeter has the additional advantage of providing accurate pulse oximeter readings where an ordinary pulse oximeter may fail (as in presence of psoriatic nails).
CONCLUSION
The blueprint of pros and cons of general versus regional anesthesia to provide tailormade anaesthesia for each psoriatic patient is unique. Using a co oximeter (for SpO2 and PlethVariability Index) to first, overcome the loss of SPO2 signals by psoriatic nails and second, to reduce instrumentation (arterial and CVP line) induced fresh psoriatic patches has not been mentioned in any other case report on psoriatic patients. 
General anesthesia features
Reasons for avoiding regional anesthesia
Difficult airway: C Mac D Blade videolaryngoscope-guided endotracheal intubation (reduced mouth opening due to temporomandibular joint ankylosis as a result of psoriatic arthropathy [2, 9] ) Infection: Our patient had pustular psoriasis. Integument over the vertebral column was full of psoriatic lesions (Staphylococcus aureus isolated from psoriatic leisons in 20%-50% of patients [1] ) Dose of anesthetic agents: Adjusted as our patient was on tricyclic antidepressants (psoriasis undermines the physical, mental and social status of the victims causing loss of self-esteem and social phobia) Technically difficult spinal: Narrowing of interspinous spaces due to psoriatic arthropathy [2] Choice of drugs: We avoided midazolam and NSAIDs. Opioids for analgesia and dexmedetomidine infusion were utilized instead. Drugs exhibiting causal relationship to psoriasis [8, 10] (beta-blockers, lithium, antimalarials, NSAIDs, tetracyclines, benzodiazepines, ACE inhibitors, digoxin, clonidine, amiodarone, quinidine, gold, fluoxetine, cimetidine, and gemfibrozil) were avoided Nitrous oxide was avoided in accordance with the green OT concept and also since it aggravates side effects of methotrexate Positioning difficulty: Psoriatic arthropathy can make positioning for regional anesthesia difficult. In our case, it was impossible to attain the sitting position for regional anesthesia due to the large painful cauliflower mass on the right buttock Antibiotic cover: Ceftriaxone 1.5 g IV was used most common triggers for psoriasis are Infections (upper respiratory tract infection and gingivitis). [1, 10] Paradoxically, some antibiotics (tetracycline, penicillin, and clindamycin) [8, 10] are known to aggravate psoriasis and these should be strictly avoided Pruritus complicating neuraxial opioids can also trigger fresh lesions at the sites that are scratched (Koebner's phenomenon [1] ) Stress-dose corticosteroid: Administered perioperatively to prevent addisonian crisis
Prolonged surgery (8 h)
Noninvasive monitoring (PVI) is favored over invasive monitoring (CVP) to avoid initiation of psoriatic patches at the site of instrumentation Frequent change in patient position from supine to prone and again supine is uncomfortable for an awake patient NSAIDs: Nonsteroidal anti-inflammatory drugs, ACE: Angiotensin-converting enzyme, IV: Intravenous, PVI: Pleth variability index, OT: Operation theatre, CVP: Central venous pressure
